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be used as sources of information for more rigorous case-control epidemiological
studies (Tierney and McDonald, 1991; Carson and Strom, 1986). .

3.1.5 Clinical Studies

Clinical studies or clinical trials are tightly controlled, prospective evaluations of
human subjects exposed to a particular drug, device or intervention. In most cases,
clinical studies are designed specifically to investigate issues of safety and efficacy
(Temple, 1981). In some cases, clinical studies are useful in defining exposure
paradigms for epidemiological studies. As experiments, clinical studies are most
definitive in the assessment of effects of exposures on humans (FDA, 1990).
However, because human subjects are used, clinical studies are not commonly
employed to test directly the safety of exposures such as those from wireless
communications instruments.

3.1.6 Epidemiological Studies in General

Epidemiology is defined as the "study of the determinants of the frequency of
disease" in human populations (Upton, 1990). Epidemiologists evaluate associations
between disease and exposures, searching for cause-and-effect relationships. In
general, epidemiological investigations compare either the occurrence of illness in
exposed and unexposed groups (e.g., cohort studies), or the history of exposure in
diseased and non-diseased groups (e.g., ca~e-control studies) (Monson, 1990). The
primary advantage of epidemiology studies is their direct relevance to humans and
their ability to directly assess human health risk.

Because epidemiological studies are observational in nature, however, control
for biases and confounding is critical to scientific rigor. In addition, precise exposure
quantification is often difficult to achieve and in many instances epidemiological study
results are equivocal or difficult to interpret. In those cases, information from
toxicology and other scientific disciplines is useful to place the epidemiology results
into scientific perspective.

In terms of determining carcinogenic potential, strong positive epidemiology is
indicative of carcinogenesis, and only exposures where epidemiology studies have
confirmed carcinogenicity can be classified as known human carcinogens (EPA, 1986;
IARC, 1991). Conversely, the predictive value of negative epidemiology findings is
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Cellular Telephones and Health

The use of cellular telephones, first marketed in 1983,
has increased exponentially during this past decade. A
recent federal report! estimates that over 16 million
Americans now use cellular telephones, and in 1994 the
telecommunications industry estimated that over 60
million people will be using portable cellular communi­
cation devices by the year 2000. All devices that trans­
mit radio frequency (RF) signals, such as radio broadcast
towers and cellular telephones, emit radio frequency
radiation. Cellular telephones are really mobile radi06
that operate at frequencies between 824 and 850 MHz
(mobile units) and between 869 and 894 MHz (base
stations). These frequencies are just above the UHF-TV
portion and just below the microwave portion of the
electromagnetic spectrum. Thus, although cellular is a
new and rapidly growing communications medium, we
have decades of experience with the underlying radio
technology.

No research has been completed on long-term human
exposure to low levels of radiation specifically from
portable cellular telephones. Public concerns regarding
the safety of cellular telephones heightened considerably
in 1993 owing to publicity surrounding an anecdotal
report in the news media. These concerns emphasized
the need to assess the human health effects associated
with use of cellular telephones. After this report was
broadcast, a number of efforts were initiated by govern­
ment and industry groups.

Epidemiologic research to date has found no persua­
sive evidence that low-power microwave radio commu­
nications sigtJsls adversely affect human disease. Simi­
larly, the now fairly extensive research on the health
effects of extremely-low-frequency (ELF) electric and
magnetic fields has provided no conclusive evidence of
an adverse effect on human health. It is estimated that
population exposures resulting from base stations or cel­
lular towers would be equivalent to that estimated from
power transmission lines.

Current available research findings are insufficient to
conclude that there are no long-term adverse health
effects-either from handheld wireless communication
devices or from cellular towers. This lack of evidence
neither establishes the absence of an effect nor provides
grounds for presuming that a hazard exists. It is this
crucial gap that a large, new epidemiologic study of
cellular telephone users seeks to address.

Two early reports in this issue,2.3 and an accompany­
ing review of exposure assessment issues related to cel­
lular telephones,4 represent the first phase of findings

© 1996 by Epidemiology Resources Inc.

from this research. The work is one component of a
large, multifaceted research agenda funded by the tele­
communications industry via a mechanism to ensure
independence from industry influence.s The epidemio­
logic component, reported for the first time here, is the
establishment of a record-based mortality surveillance
system for cellular telephone users. The challenges
looming in this study are daunting, and the investigators
are meeting the challenges head on. They have identi­
fied a way to enumerate an extremely large cohort of
cellular telephone users and classified them in a way that
provides a useful natural contrast: they compare mortal­
ity among users of portable cellular telephones, in which
the transmitting antenna is in the handset, with that
among users of mobile cellular telephones, in which the
antenna is built into the automobile and not near the
user's head. As a preliminary, they have surveyed a
sample of cellular telephone users to identify character­
istics that may influence exposure, and they have de­
vised an unbiased way to estimate radio frequency ex­
posure from billing records.

The report on the mortality experience of this cohort
of cellular telephone users is a first look. It addresses only
all-cause mortality for a short interval after exposure.
Nevertheless, it provides a hint of what will be possible
as the data accumulate over longer periods of time. Most
importantly, these early results offer some reassurance,
specifically that a large increase in mortality is not
associated with radio frequency exposures over the short
term.

Patricia A. Buffler
Depanment of Epidemiology.
School of Public Health. 19 Earl Warren Hall,
University of California at Berkeley,
Berkeley, CA 94720 (address for correspondence)
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Epidemiologists are now embarking on the evaluation of the
hypothesis that exposure to radio frequency energy from low­
power wireless communication devices. such as portable cellu­
lar telephones. causes brain cancer and other adverse health
outcomes. Even in the laboratory, exposures from radio fre­
quency sources are difficult to quantify; their measurement in

large populations fOt epidemiologic study is challenging. In this
paper, we oudine the nature and magnitude of these exposures
and discuss the pmospects fOt obtaining useful measures of
ekpOlure fOt epidemiologic research. (Epidemiology 1996;7:
291-298)

Keywords: cellular telephones, radio frequency energy, cancer, electromagnetic radiation, study design.

The rapid growth of cellular telephone technology has
brought with it concerns about radio frequency (RF)
exposures. Cellular telephones are a primary source of
RF exposure to individuals in the environment. In this
paper, we review cellular technology, describe the nature
and magnitude of RF exposures from this technology as
well as other sources of RF exposure, and consider factors
that affect epidemiologic research in this area.

Cellular Technology
Cellular technology provides a two-way radio commu­
nications system similar to, but of lower power than, that
utilized by police, fire, or emergency services. Cellular
technology divides a given geographical region into
zones called "cells," each of which is equipped with a
"base station"-an RF transceiver and associated com­
puter equipment. When a call is placed from a cellular
telephone within a cellular netWOrk, a signal is sent from
the cellular telephone antenna to the base station an­
tenna, and the base station responds by assigning an
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available RF channel. Communication is accomplished
through the simultaneous transmission and reception of
modulated radio signals, which carry the voice informa­
tion between the cellular telephone and the base station.
The base station routes the voice signals through a
switching center, where the call can be transferred to
another cellular telephone or to the local (landline)
telephone system.

The amount of RF exposure is largely determined by
the power level of the signal, which in tum depends on
a number of factors. Cell coverage varies with the
amount of cellular telephone traffic. Whereas a cell in a
rural area may extend its coverage over a radius of many
miles, cells in urban areas may cover only a fraction of a
mile. The farther the telephone is from the base station
antenna, the higher the power level needed to maintain
the connection. In larger cells, therefore, telephone
power levels will on the average be higher than those in
smaller cells. Each cell also performs its service with a
varying number of channels. Optimal use of these chan­
nels depends on limiting interference from adjacent
channels. Cellular telephones are therefore designed to
step down automatically to the lowest power level that
maintains communication with the base station. The
system used to control power output adjustment is de­
fined by each cellular company. Some companies design
their systems so that power output for all cellular tele­
phones in their area is restricted to 0.6 watt (W) or less.
This power limitation reduces interference but may re­
quire more cell sites to cover an area. Anything that
inhibits the signal from the cellular telephone to the cell
site (for example, buildings, mountains, foliage) will also
reduce the signal at the cell site and automatically result
in increased power output of the telephone. Handheld
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FIGURE 1. Transportable (left) and portable (right) eel.
lular phones.

(portable) telephones are automatically set to operate at
0.6 W or l~., regardless of the cellular telephone com·
pany, the ceHcoverage, the local geography, or the time
of day.

There are four types of wireless telephones-mobile,
transportab~e, portable, and cordless. The first three
types are "cellu~ar"; cordless telephones are not. Mobile
telephones ("car phones") usually have their antennas
mounted on the vehicle roof, trunk, fender, or window.
Because of the physical separation of the antenna from
the user and the shielding of the metal surface of the
vehicle, users of car telephones receive little exposure to
RF energy. Transportable telephones, or "bag phones,"
have the antenna and associated equipment in a small
carrying case (Figure 1). As the antennas of transport·

able telephones may be positioned close to the body of
the user, these types of telephones present the possibility
of greater exposure than car telephones. Portable cellular
telephones have antennas incorporated into the tele­
phone unit (Figure 1). Exposure to the head is greater
than with either car telephones or bag telephones. Cord·
less telephones have a base unit that is wired to the
landline telephone service; these telephones operate at
about 1/600 the power of cellular telephones and at a
much lower frequency (49 MHz).

The Electromagnetic Spectrum
The "frequency" of an electromagnetic (EM) wave is
detennined by the number of wave peaks passing a given
location in 1 second. Figure 2 illustrates the location of
various frequency bands of EM waves. Use of the EM
spectrum is regulated by the Federal Communications
Commission (FCC). Each application, such as electric
power, television broadcast, or cellular communications,
is assigned its own range of frequencies. The allocation
for cellular telephone service is in the RF band, between
800 and 900 MHz. RF is distinct from extremely.low­
frequency (ELF) energy, the energy associated with elec­
trical power transmission.

The EM spectrum can be divided into two categories
according to how the wave interacts with biological
tissue: ionizing and non·ionizing (Figure 2). X.rays and
other ionizing radiation have extremely high frequencies
(greater than 1015 Hz) and can affect the chemical
composition of materials and thus cause direct damage
to tissue. Non.ionizing radiation can cause motion of
electrical charges and conversion of energy into heat in
exposed materials. By this means, a microwave oven
heats food. EM energy emitted by cellular telephones,
however, is not of sufficient level to cause detectable
heating of biological tissue. l It is still an open question,
however, whether RF exposures too weak to increase
temperature measurably could have biological effects.

FIGURE 2. Electromagnet.
ic wave spectrum.
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TABJ,E 1. Maximum Spel:ifk Absorption Rate (SAR) in U.S. Population &poeed to Various Radio Frequency Sources

Peak SAR (Average
over~ Tissue Ave~AR (Average over

Authors Population Size Radio Source /kg) Ie Body Wfig)

Tell, Mantiply 15 largest U.S. cities 44,125,176 Background (mainly FM 3.8 X 10-6 to 1.6 X 1.9 X 10-7 to 8.4 X 10-7
(1980)Z broadcast stations) 10-St (medians) (medians)
Durneyet
al. (1986)3"

Balzano et al. CB users 14,000,000 Handheld 27 MHz radios <0.3t§ <2.14 X 10-4
(1995)19

Balzano et al. Amateur radio 660,000 Handheld VHF radios 0.25 to 0.625§ 1.& X 10-J to 4.5 X 10-3
(1995)19 operators

Balzano et al. Police and Uncertain Handheld VHF radios 0.25 to 0.625 (braln)f 1.8 X 10-) to 4.5 X 10-3
(1995)19 emergency

services
Gandhi Cellular phone users 25,000,000 Handheld cellular phones 0.09 to 1.9 (hand). 8.1 X 10-4to 2.35 X 10-311

(1995)4
Gandhi Cellular phone users 25,000,000 HandheIa cellular phones 0.16 to 0.69 (heacl)O 8.1 X 10-4 to 2.35 X 1O-~1

(1995)4
Gandhi Cellular phone users 25,000,000 Handheld cellular phones 0.06 to 0.41 <m.tn)U 8.1 X 10-4to 2.35 X 10-311

(1995)4

• Tell and Mantiplyl provided exposure information in p.W/cm'; convenions to W/ka -.m.Sme UIin&~ plOVideci in Durney el til.'
t Peak SAR was assumed to be 20 times whole body average, which is the basis of peak SAR allowed by U.S. exposure standards.
:j: Maximum sensitivity of measurement instrument.
§ Measured in laboratory model.
UCalculated.

Population Exposure to RF Sources
Use of handheld cellular telephones is now the primary
source of RF exposure to the general population, but not
the only source. The general population is subject to
ambient RF exposure from broadcast signals and cellular
base stations. Devices other than cellular telephones also
emit this type of RF energy. Users of numerous portable
and mobile communication devices are exposed. A lim­
ited number of people are exposed through hobbies or
similar activities [ham and citizens band (CB) opera­
tors]. The specific absorption rate (SAR) is a dosimetric
parameter that is commonly used in RF studies to assess
exposure; it is discussed below in greater detail. Table 1
summarizes the peak and average SARs for several dif­
ferent populations so that exposure in cellular telephone
users can be compared with exposure levels in other
groups (Balzano Q, Motorola Corp., Plantation, FL, pri­
vate correspondence, 1995; Refs 2-5). Each exposure
source is discussed below, in order of exposure potential,
starting with the greatest.

PORTABLE CELLULAR TELEPHONES

RF exposure from wireless technology depends on the du­
ration of use, the number and length of individual taIls,
and the location of the calls (for example, local topography,
cell site density, and use inside/outside buildings). Exposure
may also vary depending on the type of modulation. Most
current cellular systems are "analog" systems employing
signals (804-894 MHz) of constant amplitude. Cellular
companies are beginning to install "digital" systems, which
use complex modulation schemes to increase carrying ca­
pacity. These two systems may produce exposures that
potentially have different biological interaction.6- 9 Next­
generation wireless technology will employ somewhat
higher frequencies 0,800-2,200 MHz), exclusively digital
modulation, and lower average power levels.

Exposure also varies with individual habits of use.
Exposure is localized to the side of the head on which
the telephone is used (laterality), so individuals who
hold the telephone to the left or right ear exclusively
will have different tissue exposures on each side. Wire­
rimmed glasses, metal implants, and jewelry also may
alter the location and degree of energy absorption, al­
though the effect of these factors has not yet been
thoroughly investigated.

NONCELLULAR MOBILE CoMMUNICATION DEVICES

Antennas for mobile transceivers (for example, two-way
car radios, such as those installed in police cruisers and
taxis) are usually mounted on the roof, the front or rear
deck, the fender, or, at low frequencies, the rear bumper
of vehicles; their transmitters operate at power levels up
to 100 W. Exposure of the occupants of the vehicle or of
bystanders depends on radiated power, frequency, type of
installation, and accessibility of the antenna, Informa­
tion provided to the FCC by one manufactl,1rer indicated
that the exposure of a bystander from a 100-W mobile
antenna may exceed the 1982 American National Stan­
dards Institute (ANSl)-recommended limits at distances
up to 30-50 em from the antenna.lO,1I The duty factors
(proportion of time spent transmitting), however, are
low, and actual time-averaged exposure at these dis­
tances is probably within current safety limits.

RADIO AND TELEVISION BROADCAST

The U.S. Environmental Protection Agency collected
broadcast signal field intensity data for 3 years to esti­
mate population exposure to this form of non-i9nizing
radiation. Measurement data were collected at 486 lo­
cations in 15 large cities. The 1980 data showed that the
main sources of ambient RF exposure in the United
States are VHF and UHF broadcasts. At the time of
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those measurements, cellular base stations were not in
existence. Population exposures to broadcast sources are
one or more orders of magnitude less than exposures of
users of portable cellular telephones.

CELLULAR BASE STATIONS

As with other antennas used for telecommunications,
the energy from a base station antenna is directed toward
the horizon, with some downward scatter. As one moves
away from the antenna, the power density decreases as
the inverse square of the distance and, consequently, the
exposure at ground level near a base station is relatively
low compared with the exposure close to the antenna
itself. Ground level exposure is well below exposure
limits recommended for the general and occupational
populations.12- 15

The power density levels inside buildings near a base
station antenna can be 10-100 times lower than outside,
depending on the building construction.10 For typical
construction (for example, wood or cement block), the
attenuation is a factor of about 10. In rooms directly
below roof-mounted installations, the power density lev­
els are considerably lower than roof locations, depending
on the construction. The power density behind sector
(directional) antennas is hundreds to thousands of times
lower than in front, and, therefore, levels are well below
exposure limits in rooms directly behind walls where
sector antennas are mounted on the sides of buildings.

AUTOMOBILE CELLULAR TELEPHONES

The output power of an automobile-based cellular trans­
ceiver, which transmits in the 824- to 850-MHz band, is
controlled by the base station and generally does not
exceed 3 W. In a vehicle equipped with a cellular
transceiver, the exposure levels to driver and passengers
are strongly affected by the antenna type and location.16

When the antenna is at the center of the trunk lid, the
exposure above the rear seat, at head level, depends
mainly on the distance from the radiating structure. If
the car has a plastic body, any shielding effect of the
metal surface is lost. Even at a distance of 30 cm from
the antenna, however, the exposure to the user is sub­
stantially lower than the 1986 guidelines for exposure to
the general public.14 p.275

Dosimetry
Because RF radiation interacts with biological systlems in
complex ways, the quantification and distribution of
energy absorption is difficult to assess. Coupling, or
transferring of EM energy to tissues, varies with many
factors. The fundamental parameters of tissue interac­
tions are the electric and magnetic fields induced in the
tissues and the currents and energy associated with these
fields, which depend on the tissue absorption properties
and the size and shape of the affected site.

DEFINITION OF POWER DENSITY AND SPECIFIC ABSORPTION

RATE

The external field intensity may be expressed using a
variety of parameters. Exposure data may be expressed in

Epidemiology May 1996, Volume 7 Number 3

terms of power density (mW per cm2), external electric
field strength (V per m), or magnetic field strength (A
per m). None of these measures provides insight about
how the fields interact with biological tissue. Therefore,
many investigators now rely on dose rate, which was
formerly termed "absorbed power density."l7 This param­
eter has been designated the specific absorption rate by
the National Council on Radiation Protection and Mea­
surements (NCRP). The SAR is defined essentially as
the time derivative of the energy absorbed by (dissipated
in) an incremental mass contained in an incremental
volume of a given density.l4 The absorption of energy
results in a minuscule temperature increase for low SAR
values. Although SAR can be obtained by measuring the
temperature increment, this fact does not imply that
biological interaction mechanisms are necessarily ther­
mal. Even when a mechanism is determined to be
"athermal," however, SAR is an appropriate dosimetric
parameter, as it specifies the induced electric fields and
current densities, including peak values for amplitude­
modulated fields.

FACTORS THAT DETERMINE ENERGY ABSORPTION IN

TISSUES

For an individual user, SAR will be determined by EM
field frequency and intensity, dielectric properties of the
tissues (largely a function of water content), tissue ge­
ometry and size, tissue orientation and field polarization,
antenna configuration, exposure environment, and sig­
nal modulation. For example, among individuals, ana­
tomic variation such as fat and bone thickness and head
size will influence energy coupling. Whether the an­
tenna is extended or left within the handset also greatly
affects EM fields in tissues and thereby energy absorp­
tion. If a signal is amplitude or pulse modulated, the
SAR also varies over time. Frequently, a time-averaged
SAR is specified for amplitude- or pulse-modulated sig­
nals.

Tissue Exposure
RF energy deposition in users of cellular telephones is
caused essentially by magnetic fields that induce' eddy
currents in the exposed tissues. 1B•19 Human equivalent
models are used experimentally to measure specific ab­
sorption and SAR, but the models, the methods, and the
procedures are far from being standardized in RF dosim­
etry.

Using a liquid tissue equivalent model and electric
field probes, the SAR values near the surface of the head
(0.4 cm depth) were obtained for two types of portable
telephones. There are some common features in the
iso-SAR contours of Figures 3 and 4. First, metal parts of
the radio case containing the electronics carry RF cur­
rents that are placed dose to the face (the ipsilateral
cheek) of the users. These currents, although much
weaker than the RF currents on the antenna, are so near
the face that, in normal use, the face is by far the most
intensely exposed part of the body. According to one set
of measurements (Figure 4), the highest SAR {I.1 W per
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FIGURE 3. lso-SAR map. Claaaic "banana" portable tele­
phone. Adapted from Balzano et al. 19

kg) was seen on the cheek at and adjacent to the
earlobe. Gandhi and colleagues4 have calculated theo­
retical SAR patterns in the heads of cellular telephone
users exposed to a variety of cellular telephone instru­
ments. Their results are shown in Table 1.

The presumed SAR values displayed in Figures 3 and
4 are peak values that can be expected at the head
surface. The exposure of brain tissue is substantially

FIGURE <t. lso-SAR map. "Flip" portable telephone.
Adapted from Balzano et al.19
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FIGURE 5. SAR attenuation in simulated brain tissue at
835 MHz.

lower (by a factor of as much as 2) than the peak value
of the SAR in the face. SAR averages expected through
the outer 1 em of brain tissue will be 20-30% lower than
the surface measurements in Figures 3 and 4. because the
RF energy is rapidly dissipated as it is propagated through
the brain (Figure 5). Within a distance of 5 em, the
energy is attenuated by over 90%, so the SAR at the
hypothalamic tract and the hypophysis is of the order of
0.1 W per kg. The exposure on the contralateral side is
lower by more than one order of magnitude.

In view of this exposure pattern, SARs are relatively
high only for glial and meningeal tissue at the outermost
surface of the lower anterior portion of the patietallobe,
and only on the side of the head where the telephone is
placed. Any active marrow in the. Oat bones of the
cranium directly over this region would also be exposed.
SARs would also be relatively high at the surface of the
vestibular portion of the acoustic nerve, where acoustic
neuromas (tumors) arise. SARs may be similarly high at
the parotid gland, which is located in the cheek directly
below the ear, starting at a depth of about 1 em. SARs
for the parotid gland, acoustic nerve, and cranial marrow
have not been measured, however. SARs ar.e substan­
tially lower at other head and neck locations such as the
cerebellum, midbrain, eyes, and thyroid gland.

Epidemiologic Study of Radio Frequency
Exposure
The principle that the work place is the sentinel for the
community may be extended here to include hobbies
such as operating a ham radio as well as use of cellular
telephones on the job. Two groups of workers experience
occupational RF exposure: those who manufacture
and/or repair RF-emitting appliances, and those who use
the appliances. The manufacturing/repair group includes
engineers and technical staff involved in radio or radio­
telephone research and design, factory workers involved
in product testing, and technicians doing repair or in­
stallation. U.s. industry has been involved in the design
and manufacture of radiotelephones for over 50 years,

1
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TABLE 2. Leukemia: Selected Results of Occupational or Recreational Exposure to Electromagnetic Energy

Amhors Study Type Disease Occupational Group RR 95%Cl

Calle, Savitz20 Cohort Leukemia Radio/telegraph operators 2.4 *0.9-5.1
Radio/TV repairmen 0.9 *0.2-2.5

Coleman et all' Cohort Leukemia Radio/radar mechanics 0.2 0.0-1.1
Telegraph/radio operators 2.5 1.0-5.1

Garland et aF2 Cohort Leukemia Electronics technicians 1.1 0.4-2.6
Hill23 Cohort Leukemia MIT radar lab workers 0.6 0.1-2.3
Lilienfeld et aF~ Cohort Leukemia Moscow embassy staff 2.5 0.3-9.0
McDowa1l25 Cohort Leukemia Telegraph/radio operators 2.5 *1.0-5.2

Radio/radar mechanics 0.6 *0.2-1.8
Milham26 Cohort Lymphatic, hematopoietic Radio/telegraph operators 1.4 *0.8-2.2

Radio/TV repairmen 1.3 *0.7-2.2
Electronic technicians 1.4 *0.9-2.2

Milham2c Cohort Leukemia Ham radio operators 1.2 0.9-1.7
Milham2B Cohort Lymthhatic, hematopoietic, Ham radio operators 1.2 *1.0-1.5

o er lymphatic 1.6 *1.2-2.2
malignancy

Pearce et aF9 Case- Leukemia Radio/TV repairmen 4.8 1.6-14.2
control

Pearce et alJO Case- Leukemia Radio/TV repairmen 7.9 2.2-28.1
control

Robinette et apt Cohort Lymphatic, hematopoietic Military radar exposed 1.2 *0.8-1.7
Robinson et all2 Cohort Leukemia Telegraph/telephone 1.9 0.6--4.6

operators
Sahl et alll Cohort Leukemia Electric utility workers 1.1 0.5-2.3
Savitz, LoomisH Cohort Leukemia Electric utility workers 0.8 0.6-0.9
Szmigielskjll Cohotr Lymphatic, hematopoietic Military personnel 6.3 3.1-14.3
Theriault et all6 Case- Leukemia Electric utility workers 1.1 0.7-2.0

control
Wiklund et aP7 Cohort Leukemia Telephone operators 1.0 *0.6-1.7
W righ t et all8 Cohort Leukemia Electronic technicians 1.0 *0.3-2.3

Radio/TV repairmen 1.2 *0.1-6.1

• Confidence intervals calculated from reported dara.

with major efforts during World War II and thereafter.
There are almost no data available, however, concerning
historic RF exposure of either manufacturing or repair
personnel. Military personnel are a second group with
RF exposure, including many exposed to the pulsed
signals used for radar.

There are more than 14,000,000 licenses submitted to
the FCC for operation of CB radios. Transmitters oper­
ated by CB users include handheld transceivers operat­
ing at powers up to 5 W, or 8.33 times that of handheld
cellular phones. Nevertheless, the energy absorption by
the CB user is much less than that for the cellular phone
user, owing to poorer coupling of 27-MHz energy to
tissues. The peak SAR in the head of a CB user is less
than 0.3 W per kg, and the estimated whole-body­
average SAR for a 70-kg human is less than 2.14 X 10-4

W per kg.5

Many of the 660,000 amateur radio licensees in the
United States utilize handheld radios operating in the
VHF and UHF frequency bands. Measured SARs in
human equivalent models vary; peak SARs (average
over 1 gm of tissue) range from 0.25 to 0.650 W per kg,
and whole-body-average SARs range from 1.8 X 10-3 to
4.5 X 10-3 W per kg. 19 The population of other users of
handheld radios operating in the VHF and UHF bands
includes police, emergency service workers, and workers
involved with railways, forestry, mining, and construc­
tion. The measured SARs for these users are the same as
obtained for amateur radio users.

The occupational user group is more difficult to define
as cellular telephones become more ubiquitous and as

various occupational groups discover their advantages.
Thus, salespersons from· many industries now use these
telephones, along with health care professionals, con­
struction managers, and other groups needing such com­
munication. Compared with current users of cellular
technology, ham radio operators and other hobby groups
provide the opportunity to study people who have ex­
perienced potentially greater exposure intensities over
longer periods.

Since there is no available cohort with measured RF
exposure data, epidemiologists will have to use other,
less quantitative exposure measures. From job titles, one
can estimate probability of exposure, frequency of expo­
sure (how often), and intensity of exposure. These three
measures can be either used individually in analyses or
combined into an index, along with job duration. Where
quantitative measures are absent or impractical, there
may be some utility in classifying people by type of
exposure. Exposure types might include use of a commu­
nications device (for example, portable telephone), ex­
posure to unshielded RF communications (for example,
microwave antennae), or exposure to other RF emitters
(for example, heat sealers, induction furnaces).

In Tables 2 and 3 are illustrated the variety of occu­
pations and outcomes20- 42 (in particular, leukemia and
brain cancer) that have been studied in relation to RF
and other electromagnetic field exposures. The link be­
tween some of the occupations and actual exposure is
tenuous, and results are inconsistent over the studies.
Small study sizes may account for some of the inconsis­
tencies. Almost all of the studies have the same weak-
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TABLE 3. Brain Cancer: Selected Results of Occupational or Recreational Exposure to Electromagnetic Energy

Authors Study Type Disease Occupational GtOUP RR 95% CI

Gallagher et al39 Cohort Brain cancer Radio{TV announcers, 1.6 0.3-4.8
technicians

Electronic repaitmen, 0.8 0.1-2.8
assemblers

HilllJ Cohort Brain and CNS· MIT radar lab workers 1.1 0.2-3.1
cancer

Lilienfeld et alii Cohott Brain and CNS cancer Moscow embassy 0.0 0.0-3.3
Milham26 Cohort Brain cancer Radio/telegraph operators 0.4 to.0-1.9
Milham28 Cohort Brain cancer Ham radio operators 1.4 to.9-2.0
Preston-Martin Case-control Glioma Various, high-exposure 1.8 0.7-4.8

et al40 groups
Sahl et al" Cohort Brain cancer Electric utility workers I.1 0.4-2.7
Savitz, LoomisH Cohort Btain and CNS cancer Electric utility workers 1.0 0.8-1.1
Speers et at'l Case-control Brain cancer Utilities, communications, 2.3 1.2-4.3

Szmigielski35
transportation

Cohort Brain and CNS cancer Military personnel 1.9 1.1-3.5
Theriault et al36 Case-control Brain cancer Electric utility workers 1.5 0.8-2.8
Thomas et al41 Case-control Astrocytoma Electronics manufacture 4.6 1.9-12.2

and repair

• CNS = central nervous system.
t Confidence intervals calculated from reported dara.

nesses of no validated RF exposure history, no data
concerning other exposures (for example, chemicals),
and use of broad occupational categories that may in­
clude many persons not exposed to RF energy. Although a
few of these studies focused on RF exposure, the majority of
these studies examined occupations with extra-low-fre­
quency (ELF) and very-low-frequency (VLF) exposures.

THE POTENTIAL FOR EXTRACTING EXPOSURE INDEXES FROM

BILLING RECORDS OF CELLULAR TELEPHONE USERS

Because cellular telephone companies compile, accurate
billing logs of all telephone calls, the potential exists to
use billing data to identify cellular telephone customers
and to classify them according to the amount o£ their RF
exposure. The billing systems of cellular telephone com­
panies vary. Some contain the account holder's Social
Security number and an equipment identifier (the elec­
tronic serial number, or ESN) directly in the billing
system. Others either lack this information or keep it
stored outside the billing system in a customer account
file. All billing systems contain a customer name and
address, the cellular telephone number, and SQme data
on telephone use over a period of time. The use data are
genemlly stored as minutes of use and total cost associ­
ated with that use for a specific interval. More detailed
information on individual calls, including length and
type (local vs roamer), may be available for limited
periods of time. Customer status (for eJeample, active,
cancelled) and the date that service started (and ended,
where appropriate) may also be maintained in the cus­
tomer account file.

Even within companies, variation in record keeping
between geographical areas can exist. For one large
company, billing data for some locations are maintained
centrally in a standard format and are available for up to
12 months of prior use. Data for other locations, how­
ever, are maintained locally in various cities served by
the company. Long-term exposure is not readily acces­
sible; the data are stored by monthly billing periods as

opposed to longer periods of use (for example, yearly
totals) and are not retained indefinitely.

Telephone type is the key determinant of RF exposure
among cellular telephone users, because mobile tele­
phones, in contrast to handheld portables, have negligi­
ble exposure. Although no indicator for telephone type
is readily available from cellular telephone company
records, it may be possible to determine telephone type
from the manufacturers of the equipment, who keep
records of the electronic serial numbers associated with
each type of equipment.

Billing records contain the name and address of the
account holder, but this individual is not necessarily the
only-or even the primary-user of the telephone.
Many corporate accounts have multiple users. For non­
corporate accounts, use may be shared by family mem­
bers or friends. A recent survey of almost 4,000 cellular
telephone account holders found that about half of non­
corporate respondents with one telephone use the tele­
phone exclusively, and over two-thirds use the tele­
phone at least 75% of the time.43

DIRECT ExPOSURE ASSESSMENT

Direct exposure assessment from the user has some ob­
vious advantages. Although the researcher must rely on
the user's memory rather than on accumte records, the
user can estimate personal use of the telephone as dis­
tinct from use by others. Self-reports of amount of use
appear to be relatively reliable.43 Furthermore, it is pos­
sible from interviews or questionnaires to obtain infor­
mation on confounding factors, as well as on laterality, a
key factor potentially related to the sites of tumors.

Questionnaires on cellular telephone use in epidemi­
ologic studies should include, at a minimum, questions
on the number and type of cellular telephones the re­
spondent uses, whether or not the respondent is the sole
or primary user of each, and some estimate of the
amount and duration of use.
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Conclusion
Epidemiologic studies of cellular telephone users will be
imponant, as this expanding technology already pro­
duces the highest levels of RF energy exposure in the
general population. The availability of billing records
makes exposure to cellular telephone radio frequencies
easier to measure than ambient exposures, such as those
involving 6O-Hz EM fields or trace chemicals. Never­
theless, it will be impossible for epidemiologic studies to
obtain highly accurate individual estimates of exposure
that take into account the actual signal strength of
individual calls. Signal strength changes between calls
and even during a single call. Billing data cannot dis­
tinguish which individual has used the telephone for
each call. Although all epidemiologic measures are sub­
ject to inaccuracies, exposure to cellular telephone RF
energy can still be estimated reasonably well with careful
treatment of available data.

Acknowledgments
We appreciate the advice of Asher Sheppard and Dimitrios Trichopoulos.

References

1. Anderson V. Joyner K. Specific absorption rate levels measured in a phan­
tom head expelled to radiofrequency transmissions from analog hand-held
mobile phones. Bioelectromagnetics 1995:16:60-69.

2. Tell RA. Mantiply ED. Popu~ion exposure to VHF and UHF broadcast
radiation iQ tbe United States. Proc IEEE 1980:68:6-12.

3. Durney C1i, Masaoudi H, Iskander MF. Radiofrequency Radiation Dosime­
try Han4l$ok. 4th ed. Report USAFSAM-TR-85-7J, Brooks AFB, TX:
USAF SAM. 1986.

4. Gandhi PI'. Some numerical methods for dosimetry: extremely low frequen­
cies to mk:rowave frequencies.ltadio Science 1995;30:161~177.

5. lEEE-<::OMAR. Human Exposure to RF EmU-ions from ~1Iu1ar Radio a­
Station Amennaa. Entity POIition Statement. Washington OC: IEEE
United States Activities Board. 1992.

6. Bawin SM, Adey ft. Amplitude-modulated. very high frequency (VHF)
electric fields. NeuI'OlICi Res Program Bull 1977;15:36-38.

7. Bawin SM. Kaczmarek LK, Adey WR. Effects ol modulated VHF fields on
the central nervous system. Ann NY Acad Sci 1975;247:74-81.

8. Litovitz TA, Krause D. Penafiel M, Elson EC. Mullins JM. The role of
coherence time in the effect of microwaves on ornithine decarboxylase
activity. Bioelectromacnetics 1993;14:395-403.

9. Blackman CF. 8enat\e SG. Elder JA, House DE. Lampe JA, Faulk JM.
Induction of calcium-ion efflux from brain tissue by radiofrequency radia­
tion: effect of sample number and modulation ~uencv on the power­
density window. Bioelectromacnetics 1980:1:35-43.

10. Comments on the Proposed Categorical Exclusion of Base Stations and
Mobile Transmitters. Docummt submitted by Motorola to the Federal
Communications Commission, Docket 79·144. 1985.

II. IEEE cc>MAlt Human Exposure to Radio Frequency Fiel.u from Portable
and Mobile Telephones and Odler CommunicatlOCI Devices. Enti~ Position
Statement. Washincton OC: IEEE Unit~ States Activiti~s 8ollrd, 1992.

12. Petersen RC, Testllll'ossa PA. Radio-frequency electromagnetic fields asso·
ciated with cellular-radio cell-site antennas. Bioelectromagnetics 1992;13:
527-542.

13. Institute of Electrical and Electronics Engineers. IEEE Recommended Prac­
tice for the Measurement of Potentially Hazardous Electrornqnetic
Fields-RF and Microwave. ANSI/lEEE C95.3-1991. Piscataway, NJ: Insti­
tute of Ele<:trical and Electronics Engineers, 1992.

14. National Council of Radiation Protection and Mell5urements. Biological
Effects and Expc»ure Criteria for Radiofrequency Electromagnetic Fields.
Report 86. Bethada, MD: National Council of Radiation Protection and
Measurements, 1986.

15. International Radiation Protection Association. Guidelines on limits of
exposure to radlofrequency elearomagnetic fields in the frequency range
from 100 kHz to 300 GHz. Health Phys 1988;54:115-123.

16. Balzano Q, Garay O. Manning T. RF Energy in Cars from Window Mounted

Epidemiology May 1996, Volume 7 Number 3

Antennas. Conference Record of the 36th Annual Conference.Dallas: IEEE
Vehicular Technology Group. 1994;32-40.

17. JohNon ce. Ot!y AW. Nonionizing dectromagnetic wave effects in bio­
logical materials and systems. !'roc IEEE 1972:60:692-718.

18. Kuster N, Balzano Q. Energy absorption mechanisms by biological bodies in
the !War field of dipole antennas. IEEE Trans Vehicular Technol 1992:41:
17-23.

19. Balzano Q, el aI. Electromagnetic energy exposure of simulated users of
portable cellular telephones. IEEE Trans Vehicular Technol 1995;44:390­
403.

20. Calle EE, Savitz DA. Leukemia in occupational groups with presumed
exposure to electrical and magnetic fields. N Engl J Med 1985;313:1476­
1477.

21. Coleman M, Bell J, Skeet R. Leukaemia incidence in electrical workers.
Lancet 1983;1:982.

22. Garland Fe, Shaw E, Gorham ED. Garland CF. White MR, Sinsheimer pJ.
Incidence of leukemia in occupations with potential electromagnetiC field
exposure in United States Navy personnel. Am J EpidemioI199O;132:293­
303.

23. Hill 00. A longitudinal study of a cohort with past exposure to radar: the
MIT radiation laboratory follow-up study (Dissertation). Baltimore: Johns
Hopkins University, 1988.

24. Lilienfeld AM, Tonascia J, Tonascia S, er aI. Evaluation of Health Status of
Foreign Service and Other EmploYees from Selected Eastern European Posts.
Final Report to U.S. Department of State. Baltimore: Department of Epi­
demiology, Johns Hopkins School of Public Health, 1978.

25. McDowall ME. Leukaemia mortality in electrical workers in England and
Wales. Lancet 1983:1:246.

26. Milham S Jr. Mortality in workers exposed to electromagnetic fields. Envi­
ron Health Perspect 1985;62:297-300.

27. Milham S Jr. Increased mortality in amateur radio operators due to lym­
phatic and hematopoietic malignancies. Am J EpidemioI1988:127:50-54.

28. Milham S Jr. Mortality by license class in amateur radio operators. Am J
Epidemiol 1988:128:1175-1176.

29. Pearce NE, Sheppard RA. Howard JK, Fraser J. Lilley BM. Leukaemia in
electrical workers in New Zealand. Lancet 1985;1:811-812.

30. Pearce N, Reif J, Fraser J. Case-eontrol studies of cancer in New Zealand
electrical workers. Int J EpidemioI1989;18:55-59.

31. Robinette CD. Silverman C. Jablon S. Effecrs "",n health of occupational
exposure to microwave radiation (radar). Am J EpidemioI1980:112:39-53.

32. Robinson CF, Lalich NR, Burnett CA, Sestito JP, Frazier TM. Fine L].
Electromagnetic field exposure and leukemia mortality in the United States.
J Occup Med 1991:33:160-162.

33. Sah! JD. Kelsh MA, Greenland S.Cohort and nested case-control studies of
hematopoietic cancers and brain cancer among electric utiliry workers.
Epidemiology 1993;4:104-114.

34. Savitz DA, Loomis 01'. Magnetic field exposure in relation to leukemia and
brain cancer mortality among electric utility workers. Am J Epidemiol
1995:141:123-IH.

35. Szmigiehki S. Cancer morbidity in subjects occupationally exposed to high
frequency (radioftequency and microwave) electromagnetic radiation. Sci
Total Environ 1996 (in press).

36. Th6riault G, Goldberg M, Miller AB. Armstrong B, Guenel p. Deadman J,
Imbernon E, To T, Chevalier A. Cyr 0, Wall C. Cancer risks associated with
occupational exposure to magnetic fields among electric utility workers in
Ontario and Quebec, Canada and France: 1970-1989. Am J Epidemiol
1994;139:550-572.

37. Wiklund K, Einhorn J, Eklund G. An application of the Swedisll cancer
environment registry: leukemia among telephone operators at the telecom­
munications administration in Sweden. Int J Epidemiol 1981:10:37~376.

38. WriRht WE, Peters JM, Mack TM. Leukaemia in workers exposed to elec­
trical and magnetic fields. Lancet 1982:2:1160.

39. Gallagher RP, McBride ML, Band pR, Spinelli JJ, Threlfall WJ, Tamara S.
Brain cancer and exposure to electromagnetic fields. J Occup Med 1991;33:
944-945.

40. !'reKO/l-Martin S, Mack W, Henderson BE. Risk factors for gliomas and
meningiomas in males in Los Angeles County. Cancer Res 1989;49:6137­
6143.

41. Speers MA, Dobbins JG, Miller VS. Occupational exposures and brain
cancer mortality: a preliminary study of East Texas residents. Am J Ind Med
1988;13:629-638.

42. Thomas n, Stolley PO, Sternhagen A, Fontham ETH, Bleecker ML,
Stewart pA, Hoover RN. Brain tumor mortality risk among men with
elecuical and electronics jobs: a case-control study. J Nat! Cancer lnst
1987;79:233-238.

43. Funch OP. Rothman KJ, Loughlin JE, Dreyer NA. Utility of telephone
company records for epidemiologic studies of cellular telephones. Epidemi­
ology 1996:7:299-302.



-----...--------------------........__mm

BRIEF REPORTS

Utility of Telephone Company Records for
Epidemiologic Studies of Cellular Telephones

Donna P. Funch, Kenneth]. Rothman, Jeanne E. Loughlin, and Nancy A. Dreyer

We conducted a survey of over 5,000 telephone users who were
customers of one large cellular telephone company covering
four major geographical areas. Our primary goal was to assess
the utility of ascertaining information on telephone use and
type from telephone company records. We compared informa­
tion from 3,949 respondents with corresponding data from
company billing records. We found that 48% of the account
holders were sole users, and 69% were the primary user, mean­
ing that they accounted for at least 75% of the use. Respondent

reports of amount of telephone use were highly correlated with
data on the bil1ing record (r = 0.74). Respondent reports of
telephone type were similarly correlated with data from the
manufacturer (r = 0.92). We also inquired about telephone
holding patterns, since these have implications for exposure.
Most users reported favoring one side of the head when using
the telephone, but the side of the head used was not strongly
associated with handedness. (Epidemiology 1996;7:299-302)

Keywords: cellular telephones, exposure assessment, reporting reliability, survey, data collection.

Few epidemiologic studies have examined the effects of
radio frequency energy. Most of the focus related to
non-ionizing radiation has been on exposures in the
extra-low-frequency range. I•2 Although cellular technol­
ogy has been available for over 10 years, its growth has
been exponential since 1990. By the end of 1994, there
were 24 million cellular telephone users in the United
States alone.3 As the number of users increases, so does
concern about safety.4 We have begun epidemiologic
surveillance of cellular telephone users by establishing a
record-based cohort using account records from cellular
telephone companies.5 We undertook the present study
primarily to assess the feasibility of using account infor­
mation to assess the exposure of the account holder.

Cellular telephone company billing records have a
number of potential limitations when used to construct
an exposure index. First, billing records pertain to indi­
vidual telephones, not to the users of those telephones.
Although an account holder's name is associated with
each telephone, the account holder may not be the
primary user of the telephone. Thus, one objective was
to ascertain the extent to which the amount of tele­
phone use based on billing records corresponds to tele­
phone use as reported by the account holder.

Second, company records do not include a direct
indicator of the type ofcellular telephone used in a given
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account. The concern about potential health effects
from cellular telephone use relates to radio frequency
exposure that decreases rapidly with distance from the
transmitting antenna. Only handheld cellular tele­
phones (as opposed to car telephones, for example)
convey measurable radio frequency exposure to the us­
er's head, since the antenna is located directly in the
handset. Telephone company records do contain an
electronic serial number (ESN) for each telephone that
can be linked to telephone type from manufacturing
records. Doing so, however, requires the cooperation of
companies that manufacture cellular telephones. We
wanted to determine whether the data on telephone
type obtained from the manufacturer, after supplying
them with ESNs from billing records, accurately repre­
sented information obtained directly from the user.

As noted, radio frequency exposure decreases rapidly
with distance; during a cellular call with a portable
telephone, the exposed area is limited to a portion of the
side of the head where the telephone is held. If individ­
uals consistently hold the telephone to one side of the
head, any outcomes resulting from radio frequency ex­
posure should also occur on that side of the head. We
assessed the extent to which laterality of ear preference
exists and whether handedness could be used as a sur­
rogate in studies involving direct contact with users.

Methods
The subjects were a sample of all cellular telephone users
from a major cellular company who were active \,lSers at
the time of the survey and for whom revenue data and
accurate identification information was available from
the cellular company. A total of 5,550 cellular telephone
users were selected from the four geographical areas
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TABLE ._ Distribution (Percentage) of Self.Reported Telephone Type by Geographical Area

Mobile in Car Handheld Bag Telephone MUlt~le
Area Number (N = 888) (N = 1,133) (N = 1,143) (N = 72)

Boston 854 29 24 35 12
Chicago 742 27 41 27 5
Dallas 915 16 50 25 9
Washington OC 925 33 17 44 6

All 3,436 26 33 33 8

covered by the company: Boston, 1,500; Chicago, 1,350;
Dallas, 1,350; Washington DC, 1,350. We requested
1,350 users from each area; the Boston area supplied an
additional 150 names, and we elected to include them.
Each area represents a random, stratified sample that was
selected by data processing personnel for each area.
Customers were randomly selected from each of three
revenue categories (low, $0-35.00; medium, $35.01­
75.00; high, >$75.00), based on their average monthly
bill over a 3-month period (l month for Dallas). The 3
months selected were the same for three of the geograph­
ical areas, and the single month used by Dallas was in
the same J-month range.

The cellular telephone company mailed letters offer­
ing 30 minutes of free airtime for completing and re­
turning an enclosed survey. A second mailing was sent
to nonrespondents 10 weeks later. The questionnaire
queried account holders on the kind of telephone they
use (mobile installed in car, handheld portable, or trans­
portable or bag phone), use (minutes per week) by
account holder and others, laterality, handedness, gen­
der, and date of birth. Use was assessed as follows:
"About how many minutes per week do you yourself talk
on your cellular telephone? If you are unsure, please
make your best guess." A second question replaced "you
yourself' with "other people." Laterality was assessed
with two questions: "When you hold a telephone,
against which ear do you hold it most often?" and "How
often do you move the telephone from ear to ear during
telephone calls?" Respondents were also asked whether
they would describe themselves as primarily right- or
lett-handed.

We asked respondents for their cellular telephone
number so that they could receive credit for the 30
minutes of free airtime. The cellular telephone company
provided us with identifying information and billing
data for the telephones in the sample for a 3-month
period surrounding the period of the survey. The
3-month period was identical for all four geographical
areas. All ESNs in the survey were examined, and man­
ufacturer was identified using the first three digits of the
number. All ESNs from Motorola, the manufacturer of
the largest number of cellular telephones among the
respondents, were reviewed by Motorola and assigned a
telephone type, either handheld or other. We linked all
of the data items using the cellular telephone number.

We tried to restrict the survey to individual cellular
telephone users. We excluded companies based on the

use of certain words or abbreviations in the name field
(for example, "Company," "Inc.," "Corporation"). Com­
panies were excluded because the account holder was
not identified by name, and we had no way of knowing
who had responded to the survey. We had to eliminate
individuals with more than one cellular telephone from
our initial sample. We found, nevertheless, that some
respondents provided multiple telephone numbers or
indicated more than one telephone type. We elected to
include the responses from these individuals and to
categorize them as "multiple telephones" in analyses that
involved telephone type. We determined the degree to
which the account holder accounted for the time billed
(telephone "monopolization") by summing the average
minutes per week of telephone use reported by the
respondent for "self' and "other people" and calculating
the percentage of the total reported time that the re­
spondent attributed to personal use.

Results
A total of 3,949 users (71%) responded to the survey. In
addition, we received 209 surveys from users with tele­
phone numbers that were not included in our original
sample. We presume that most of these are people with
multiple cellular telephones who responded with a tele­
phone number other than the one selected for the study.
We dropped these surveys from the study because we
could not link them to billing data or ESNs supplied by
the telephone company.

The response rate was similar across the fou( geo­
graphical areas and across the three categories of level of
telephone use. The median age of the respondents was
42 years (25th percentile, 34 years; 75th percentile, 51
years), and 61% of the respondents were male. We
identified 431 (11 %) of the telephones as business tele­
phones and eliminated them from further analysis, leav­
ing a total of 3,518 responses.

TELEPHONE TYPE

Respondents reported the following telephone types:
26% mobile; 33% handheld; 33% transportable bag; and
8% multiple telephones. These figures did not vary ap­
preciably within age or gender categories, but telephone
type did vary considerably by geographical area (Table
1). We found telephone type, as reported by respondents
with a single cellular telephone, to be highly correlated
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TABLE 2. Percentage of Respondents Who Report That
They Are Predominant Users of Their Cellular Telephone
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TABLE 4. Frequency Distribution (Percentage) of Ten­
dency to Switch Sides during Telephone Use, by Telephone
Type

Level of Telephone
Monopolization (%) Frequency of Switching (%)

Telephone Type Number 275% of Time 100% of Time Frequentlyl

Mobile in car 867 73 49
Telephone Hardly Ever Occasionally Often

Handheld 1094 70 46
Type Number (N = 2,055) (N = 881) (N = 220)

Bag telephone 1078 69 53 Mobile in car 887 72 23 5
Multiple telephones 266 54 34 Handheld 1,131 55 36 9

Overall 3,305 69
Bag telephone 1,138 70 24 6

48
Overall 3,157 65 28 7

(r = 0.92) with telephone type as assigned by Motorola.
This association was fairly constant across age and gen­
der categories and all geographical areas.

PAlTERNS OF USE

Overall, about one-half of the respondents reported sole
use of their cellular telephone, and over two-thirds re­
ported using it at least 75% of the time (Table 2). There
was only· modest variation in patterns of use by tele­
phone type, although individuals classified as having
multiple telephones reported a slightly lower percentage
of personal use. Percentage of telephone monopolization
varied little by gender, age, or geographical area.

We examined the associations between minutes per
week of use reported by respondents and the average
weekly use calculated from billing data, using Spearman
correlation coefficients (Table 3). The overall correla­
tion is 0.74, with little variation by geographical area,
age, or gender. We found that individuals identified as
having only one cellular telephone, regardless of tele­
phone type, reported weekly minutes of use more accu­
rately than those with multiple telephones. When we
restricted this analysis to individuals reporting 100%
personal use ("sole use"), all correlations were strength-

TABLE 3. Spearman Correlation Coefficients of Respon­
dents' Estimated Minutes of Use per Week and Billed Min­
utes per Week

Total Sole Usel!5 Only

Correlation Correlation
Telephone Type Number Coefficient Number Coefficient

Mobile in car 862 0.72 417 0.78
Handheld 1,116 0.74 503 0.80
Bag telephone 1,102 0.76 548 0.76
Multiple telephones 268 0.61 91 0.70

Overall 3,348 0.74 1,559 0.79

ened (overall r = 0.79), and the correlation for multiple
telephones (r = 0.70) was similar to that for single
telephones.

LATERALITY

We show the frequency of switching the telephone from
one ear to another by telephone type in Table 4.
Whereas individuals with handheld telephones reported
more frequent switching, fewer than 10% of all respon­
dents reported switching the telephone frequently or
often. For those with ear preferences, however, we found
only a weak correlation (r = 0.15) between handedness
and the preferred side (Table 5).

Discussion
Can billing records be used to assess telephone use in
surveillance studies of cellular telephone users? The
strong correlations that we observed indicate that billing
records can serve as a reasonable measure of telephone
use by the account holder. Our mailing was sent to the
account holder, and we requested that this individual
complete the survey. In some instances, however, others
may have responded in place of the account holder. The
proportion of personal use also varied by nl.\mber of
cellular telephones; people with multiple cellular tele­
phones had a lower proportion of personal use. We had
hoped to eliminate households with multiple cellular
telephones from the survey, and therefore we did not
design the survey to assess multiple telephone use. We
identified multiple telephones indirectly only 'o/hen the
respondent took the initiative to check more than one
telephone type or to record multiple cellular telephone
numbers. Consequently, we likely underestimated the
number of individuals in the sample with multiple tele­
phones; some of these individuals may appear in our
analysis as single telephone users. This misclassification

TABLE 5. Handedness According to Ear Preference (Portable Telephones Only)

Ear Used by Respondent

Right Ear Left Ear Total

Handedness Number % Number % Number %

Ri~ht handed 624 63 371 37 995 100
Le t handed 52 39 80 61 132 100
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would have led· to an underestimate of the correlation
between reported use and billing records, since the
amount of use reported could be for a telephone other
than the one selected for the surveyor could represent
total use of multiple telephones. Similarly, it would
reduce the correlation between ESN and reported tele­
phone type.

The high correlation that we found between ESN­
derived telephone type and reported type was based on
information that we received from only one manufac­
turer, Motorola. We have no reason to believe, however,
that a respondent's reporting reliability varies by the
brand of cellular telephone that he or she uses.

There appears to be a tendency for a person to favor
one side of the head while holding the telephone. Only
handheld portable telephones convey measurable expo­
sure, however, and users of this type of telephone appear
to have less preference to hold the telephone consis­
tently to a particular side of the head. Furthermore, there

Epidemiolocv May 1996, Volume 1 Number 3

was only a weak association between handedness and ear
preference. Thus, ear preferenCe may be an important
aspect ofexposure, but handedness does not appear to be
a useful surrogate for identifying the preferred ear.
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Overall Mortality of Cellular Telephone Customers
Kenneth J. Rothman, Jeanne E. Loughlin, Donna P. Punch, and Nancy A. Dreyer

Unlike mobile cellular telephones, in which the antenna is not
part of the handset, a portable cellular telephone exposes the
user's head to radio frequency energy transmitted from the
antenna. This exposure has prompted concerns about potential
biological effects, including brain cancer. As a first step in a
record-based mortality surveillance of cellular telephone cus­
tomers, we report on overall mortality of a cohort of more than

250,000 portable and mobile telephone customers during 1994.
We found age-specific rates to be similar for users of the two
types of telephones. For customers with accounts at least 3
years old, the ratio of mortality rates in 1994 for portable
telephone users, compared with mobile telephone users, was
0.86 (90% confidence interval = 0.47-1.53). (Epidemiology
1996;7:303-305)

Keywords: cellular telephones, mortality, electro_magnetic energy, radio frequency energy.

Case reports of brain cancer among cellular telephone
users have prompted investigations into the possibility
that exposure to cellular radio frequency energy may
have adverse health effects.! For cellular telephone users,
the main determinant of exposure is the type of cellular
telephone. Handheld portable models have the antenna
in the hand piece, in close proximity to the head. In
contrast, the antenna for mobile or transportable bag
phones is located separately from the hand piece, and
the radio frequency energy dissipates before reaching the
body.2 To evaluate the possible effect of using cellular
telephones on risk of death, we have begun mortality
surveillance of a cohort of telephone users. We here
report preliminary findings regarding overall mortality
rates of customers of a large cellular telephone carrier.

Methods
We obtained data from all cellular telephone markets
covered by one of the larger u.s. cellular telephone
carriers. The markets, which cover the metropolitan
areas of Boston, Chicago, Dallas, and Washington DC,
are served by four different data processing systems. We
requested representatives of each data processing system
to provide a computer file of all noncorporate, single­
phone customers who had active accounts as of January
1,1994, and who had at least two complete billing cycles
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with the company during November and December
1993. We excluded accounts that were clearly corpora­
tions, because it is difficult to link a corporate telephone
to a specific user from the data that were available to us.
We also excluded accounts that listed multiple tele­
phones, for which we are less likely to be able to identify
the actual user of each telephone. We received a total of
770,390 records from the four markets.

We requested information about each customer re­
garding name, address, city, state, zip code, date of birth,
mobile telephone number, account number, electronic
serial number (ESN) (a unique serial number embedded
into each cellular telephone at the time of manufacture),
Social Security number (SSN), type of telephone, and
start of service date. Some of these data items were not
available from the cellular carrier: date of birth, gender,
and type of cellular telephone were never recorded; SSN
was available for 83% of the 770,390 customers in the
cohort. We contracted with a credit bureau to provide
SSN, date of birth, and gender for the cohort. The credit
bureau was able to find SSN for 65% of subjects, date of
birth or year of birth for 63%, and gender for 78% of the
records searched.

Although type of telephone (mobile vs portable) was
not available from the billing data, we were' able to
assign telephone type for a large subset of customers
based on the ESN. The first few characters of the ESN
identify the manufacturer of the telephone. With the
help of Motorola Corporation, the largest manufacturer
of cellular telephones in the United States, we were able
to identify the telephone type for 99% of the customers
in the study who used Motorola telephones.

After receiving the raw data, we eliminated all records
that had a SSN that was also listed for another record,
which indicated a household with more than one tele­
phone. This procedure reduced the file to 603,843
records with uniquely occurring SSNs. To these records,
we added the data obtained from the credit bureau, and

303
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TABLE 1. Number 0'1994 Deaths and Persons at Risk by Age, Gender, and Telephone Type

Men Women

Age (Years) Mobile Ponable Unknown Mobile Ponable Unknown

2~24 0/1,023 2/1,904 2/3,069 1/1,075 0/1,263 2/2,376
25-29 2/2,985 213,782 7/8,406 0/2,143 1/1,923 1/5,117
~34 1/+,879 1/5,071 8/13,801 0/2,857 0/2,238 4/6,746
35-39 3/5,723 4/5,283 15/15,293 2/3,156 0/2,384 3/7,687
~ 1/5,540 4/4,801 16/15,011 1/3,312 0/2,480 0/7,881
45-49 8/5,442 5/4,018 28/13,773 0/3,038 0/2,091 3/6,995
5~54 9/4,135 8/2,826 21/9,850 3/2,119 6/1,497 514,955
55-59 13/2,770 5/1,837 21/6,661 3/1,413 2/936 4/3,237
60--64 16/2,096 B/l,317 43/4,633 5f906 1/650 8/2,124
65-69 26/1,563 17/920 55/3,210 3/708 1/450 7/1,571
7~74 30/946 10/497 44/1,932 4/454 1/255 5/1,003
75-79 9/445 6/236 28/860 3/207 1/100 7/508
~ 7/148 5/89 18/325 1/83 0/38 0/143
~85 3/59 2/36 3{115 0/20 OlIO 0158

Total 128/37,754 79/32,617 309196,939 26/21,491 13/16,315 49/50,401

then we eliminated records that did not have identical
SSNs and name fields from the two data sources. By
limiting our selection to those customers who had iden­
tical infonnation from two different sources, we re­
stricted the cohort to a subset that had some validation
of the information used for linkage. A total of 316,084
records remained. We eliminated an additional 75
records that had account names suggestive ofa corporate
account. Finally, we excluded records that lacked a year
of birth or for which gender infonnation was uncon­
finned, leaving 256,284 records for linkage.

At this early stage in our surveillance, we do not yet
have access to data on specific causes of death; here, we
report on overall mortality during calendar year 1994.
The only death file available now with data on 1994
deaths is the Social Security Administration's Death
Master File, the latest release of which has deaths re­
corded through the first quarter of 1995. We searched
this file for matches with our cohort. We considered a
death record to be matched to a cohort member if the
SSN matched exactly, the first five characters of the last
name matched, the first letter of the first name matched,
and the year of birth matched within 3 years.

Results
We found 408 deaths among cohort members that oc­
curred before the start of 1994; we excluded these indi­
viduals from our analyses. The final cohort therefore
comprised 255,868 individuals. Of these, 65% were
male. The median age among the men was 42 years, and
for women, 41 years. Median age was similar for users of
different types of cellular telephone (mobile, 43 years;
portable, 40 years; unknown telephone type, 42 years).
Twenty·three per cent of the customers in the final
cohort had a Motorola mobile telephone; 19% of the
final cohort had a Motorola portable telephone; tele­
phone type was unknown for the remaining 58%.

We identified 604 deaths among cohort members that
occurred during 1994. In Table I, we present the distri­
bution of the entire cohort and those who died during
1994 by gender, age, and type of telephone used. Figure

1 gives age-specific mortality rates for portable :;Ind mo­
bile telephone users; for this analysis, we standardized
the rates among men and women to the gender distri­
bution among portable telephone users, which is two­
thirds male. The mortality curves for portable and mo­
bile telephone users showed little difference.

We also compared mortality rates between portable
telephone users and mobile telephone users who had
been listed as continuing customers with the same cel­
lular provider for at least 2 years, and, in a separate
analysis, at least 3 years. For these analyses, we had fewer
subjects (~2 years of continuous use, 148,723 subjects;
~3 years of continuous use, 63,309 subjects), but the
results bear more closely on the overall effect on mor­
tality of continuing use of portable cellular telephones.
We partitioned the data into 28 strata, 14 categories of
age and two of gender. and obtained the maximum
likelihood estimate of the mortality rate in portable
telephone users vs mobile telephone users.J.4 The results
of the stratified analysis are given in Table 2. They show
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FIGURE 1. Age-specific mortality rates among users of
mobile and portable cellular telephones.
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TABLE 2. Mortality Rate Ratio Estimates for Portable .,s
Mobile Cellular Telephone Users of at Least 2 or 3 Years'
Duration. Controlling for Age and Gender

a slightly lower rate of mortality for portable cellular
telephone users. There was substantial confounding by
age and gender in these analyses; the corresponding
crude point estimates of the mortality rate ratio were, for
those with at least 2 years of use, 0.74 rather than the
unconfounded 0.93, and for 3 years of use, 0.64 rather
than 0.86.

Discussion
The overall mortality rates of portable and mobile cel­
·lular telephone users are similar. The mortality rates
reported here are much lower than corresponding rates
for the general population, especially in the older age
categoties. In part, the low mortality presumably reflects
the higher socioeconomic status of cellular telephone
account holders. There may be additional selection fac­
tors explaining the low rates, since people who are not
mobile may have little need for a cellular telephone. The
Death Master File also misses some deaths and thus
results in an unknown degree of underascertainment.

Length of Service Mortality Rate
(Years) Ratio

2 0.93
3 0.86

90% Confidence
Interval

0.67-1.29
0.47-1.53

We expect that underascertainment should be equal,
however, for the users of different types of cellular tele­
phones and therefore would not bias our comparison.
Low mortality rates for cellular telephone users in gen­
eral should also affect users of different types of cellular
telephones nearly equally. Missing information, which
led to the discarding of a substantial proportion of the
original cohort, likewise should be unrelated to type of
cellular telephone used.

These preliminary findings have two important limi­
tations. First, they do not directly address the issue of the
relation between cellular telephone use and brain can­
cer, which comprises only a small proportion of deaths.
Second, the time between the exposure to radio fre­
quency energy from portable cellular telephones and the
death endpoints that we measured was comparatively
short, and our study therefore addresses only short-term
effects. The findings do provide evidence that there is no
large short-term effect on overall mortality, and they
provide a starting point for future surveillance efforts.
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